The patient wvas shown four months after reduction. The function of the hand and wrist was excellent. There remained some is' loss of dorsiflexion and of palmar flexion at the wrist-joint.
Case 11.-A man, aged 3I, suffering from a hyperextension injury to his wrist, who had sustained a perilunar dislocation of the carpus with a fracture of the ulna styloid.
Manipulative reduction had been attempted without success, five days after the injury. On admission he had the usual swvollen wrist and immobile fingers with evidence of median nerve irritation. Ten days after the injury the skeletal distraction method was used, without success, thus necessitating open reduction, through a dorsal incision, wvhen the displaced os magnum wN-as easily shoe-horned into place.
Case III.-A man of 42, who had sustained a hyperextension injury to his wrist. X-ray showed a trans-scaphoid/perilunar dislocation of the carpus.
The clinical picture was similar to that of Case II. Reduction by skeletal distraction by wires through the metacarpal bases and the radius and ulna, was attempted, without success, three wveeks after the injury, and open reduction was needed.
It should have been possible to reduce the dislocation in the second patient by skeletal distraction and manipulation. It is suggested that sufficient distraction was not obtained. The third case was rendered more difficult by the fractured scaphoid, and by the fact that three weeks had elapsed before reduction was attempted. It is suggested that skeletal distraction with full aseptic technique can do no harm, and may, as in the first case, prove efficient, in the reduction of a severe carpal dislocation of some standing, and thereby obviate the need for open operation.
Moreover, in a disability of long standing, reduction at open operation may prove difficult or even impossible. We are faced with the problem of treating a dislocation which cannot be reduced.
Most surgeons are agreed that excision of the lunate alone gives a good end-resultexcision of the scaphoid alone, a very poor result. If it is necessary to excise the scaphoid, the lunate should be removed at the same time, together with the cuneiform: that is, excision of the proximal row of the carpus. A fair end-result may be expected. We have patients back on full heavy work following this procedure, and with a wrist showing some 40 to 50% of the normal range. Such wrist-joints, however, are not comparable with those in which true reduction has been successfully carried out, and preferably by distrac- Corporal B., w7ho was blowvn up at Dunkirk, had a severe crush fracture of the 7th cervical vertebral body with a fracture of the 6th spinous process, which remained undiagnosed until he saw Mr. Wiles seven weeks later. He wvas then admitted here.
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He was complaining of pain in the neck and, at times, down the left arm. His head was.
held flexed and there was 5o% of restriction of rotation.
Good reduction was achieved under anoesthesia by allowing the head to hyperextend.
The position was maintained for fourteen weeks in a plaster incorporating the head and extending down to the iliac crest. After the plaster had been removed the deformity recurred. This, I suppose, is what we should have expected as a result of the lapse of time before the treatment was started.
His neck is still stiff and he has some pain over the site of the injury and extension is limited to 2 o,/ .
Case II.-Crutsh fractzure of 4th and sth cervical vertebral bodies, with flake separated from the 4th sfinous process-treated by postural reductionz and grafting. L/Cpl. L. injured his neck diving into shallow water in Ireland seven months ago. He complained of pain in the neck and some pain in his arms to begin with. He was treated in a plaster collar without attempt at reduction (fig. i Eleven w~ee'ks after injury he -w as admitted to Slough, and Mr. Hindenach was able, to improve the position considerably by hyperextension in bed over sandbags. Afterour experience with Cpl. B. w~e decided to graft it straight away, a piece of tibia being placed on each side of the spinous processes. X-rays were used to check the correct levels before the final setting of the grafts.
He was in plaster for three months and has been wearing a woollen collar for one month. He now has no pain and a full range of movement excePt 25%/ restriction of' flexion. Fig. 2 shows present position. Case 111.-A tlanto-axial dislocation-, treated by Postutral reductionz and prolonzged' recuimbenzcy.
Lt. F. was throwvn from a motor cvcl'e four months ago. Afterwards he had pain in the neck and felt he had to hold his head on, as indeed he had. It hurt him to open hismouth. Fig. i is the X-ray photograph. He w%as put to bed with his head in hyperextension. In this position the displacement readily became reduced, and next day a radiograph showed perfect correction (fig. 2) . But it was necessary to keep up the p-ositio-n of fairly full hyperextension or the dis-placement tended to recur. Section of Orthopedics 511 He was placed on two mattresses, his head hanging over the upper one, with two sandbags on each side to prevent rotation. The end of the top mattress was i8 in. from the head of the bed.
To transport him here a Minerva plaster was applied and we wanted him to keep this on so that he could walk about, but, having experienced both lying fixed in bed and our plaster, he chose to lie recumbent for eight weeks. He then wore a moulded leather collar for six weeks. On removal of the collar physical treatment was started as there was considerable wasting of the cervical muscles. These soon recovered, and he is shown with a normal neck. Case IV.-A tlanto-axial fracture dislocation; no treatment.
Mrs. D. had a bad fall two months ago, and afterwards complained of pain and restriction of movement in her neck. She was taken intQ a hospital in London and the X-ray showed a fracture of the odontoid process with backward displacement. At the same time she had severe bronchitis and no reduction or fixation was attempted.
She still has some pain and restriction: of movement, although the pain is less and the range increasing. We have given her no treatment. There is now union.
On-lay grafts, apparently, are much more popular in America than they are here.
Henderson, of the Mayo Clinic, and Campbell, who have had great experience of ununited fractures, always use them, but they fix the graft with bone pegs; Campbell with autogenous ones, Henderson with beef bone. Vitallium screws give more certain fixation with less trouble. In my experience vitallium is as satisfactory as is claimed. The screws are inert, they cause no electrolysis and do not work loose. In a small bone like the radius, particularly, an on-lay graft has an advantage over an in-lay graft in allowing a much larger transplant and the achievement of fixation with much less skill in joinery. Case I1.-Inspector M. fractured his humerus two years ago. He was treated on conventional lines but the fracture did not unite. A year ago he was operated on for non-union, the ends were freshened, made spike and cup shaped and impacted, no bone graft being used. I am told that it was done by a subcortical approach in order not to damage the periosteal blood supply.
Eleven and a half weeks ago a-grafting operation was performed, a large piece of tibia being fixed to the humerus by six screws; the cortex was flattened by a chisel to receive the graft. This procedure has advantages over the simple freshening and impaction in securing absolute fixation and in bringing a fresh supply of osteogenetic bone to the area.
He has worn a plaster for two and a half months.
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